In many cases, however, the site of the tumour and the structures damaged by it are the most important factors in determining the appearance of mental symptoms; the most distinctive and pronounced disturbances of mind are usually determined by the region of the brain damaged by the growth. The drowsiness and somnolence associated with lesions in the tubero-infundibular region, and the changes in character and temperament found in many cases of disease of the pituitary are now well recognized. Disturbances of the speech mechanism in the left hemisphere is a more common cause of mental symptoms. It is particularly when, owing to a lesion in the region of the Sylvian fissure, the patient is unable to comprehend speech and to recognize his inability to express himself by conventional symbols, that the neurologist meets with pronounced mental disorders. Failing to understand why his words bring no adequate response from his attendants, or why they attempt to communicate with him by what is to him a meaningless succession of sounds, the patient becomes annoyed, irritable and eventually perhaps so excited and restless that restraint is necessary, or an acute depression may supervene. But every degree and variety of aphasia entails, as Marie particularly has insisted, some intellectual impairment. The same is probably true also in apraxia and in various types of spatial disorientation found in association with parietal lesions. Finally, the presence of paralysis due to involvement of motor centres or tracts, disturbances of vision, headaches and the occurrence of epileptic attacks which are particularly terrifying to the patient, frequently evoke psychological reactions of a depressive or anxious type, but these scarcely fall into the category of "mental disturbance."
The mental symptoms due to general increase of intracranial pressure and those which result from the injury of special mechanisms or regions of the brain will be dealt with by subsequent speakers. The special subject I have chosen is the disturbances of mind associated with tumours of the frontal lobes.
MENTAL SYMPTOMS ASSOCIATED WITH TUMOURS OF THE FRONTAL LOBES.
Lesions of no other part of the brain, except perhaps of the corpus callosum, so frequently or so constantly produce symptoms of mental disorder; some neurologists would include these among the most important manifestations of tumours of this region. It is difficult to indicate even approximately the proportion of frontal tumours in which mental symptoms are due directly to damage to this part of the brain, as they are often overshadowed by symptoms attributable to increased tension or by other disturbances, but in a recent monograph Barak found early and severe mental disturbances in nine cases, and slight or transient symptoms in one, among eleven verified cases, while according to Schuster's statistics, tumours occupy the frontal lobes in nearly 20% of all cases in which mental symptoms are prominent.
It will be instructive to introduce this subject by a brief review of what we know of the functions of the frontal lobes, though it must be admitted that probably of no other region of the brain is our knowledge so scanty and indefinite. The only reactions obtained by electrical excitation are the movements of the head and eyes originally described by Ferrier, but the zone from which these can be evoked is relatively a very small part of the frontal cortex. Extirpation experiments in animals have given more results. Bechterew describes his animals, after removal of one or both frontal lobes, as apathetic and drowsy, but at times they were irritable, impulsive and aggressive, suggesting a lack of higher inhibition and a diminished faculty of adaptation. Bianchi emphasizes disturbances of attention, shown by failure to react adequately to threats and other stimuli, lack of all emotional reactions, defective association and probably some loss of memory. Von Monakow concluded from a survey of clinical experience that though the frontal lobes could not be regarded as the seat of intelligence, as they had been assumed to be by some earlier writers, they took an important part in the association and elaboration of intellectual data.
The European War gave us the opportunity of observing in man the effects of purely destructive lesions of the frontal lobes comparable to those produced by physiologists in animals. The most important of these on the psychological side were apathy, indifference, lack of interest in self and in the external world, loss of initiative and of energy, especially in mental work, defective attention and, associated with it, some degree of loss of memory for recent events, and frequently irritability and impulsiveness, often culminating in periods of excitement and restlessness. A release of the instincts from higher control has been also described, resulting in anti-social attitudes ; in two cases that I have recently seen, eroticism was a pronounced feature, recalling Welt's description, forty years ago, of moral perversions in a series of cases of frontal tumours.
Many of the mental abnormalities occurring in association with frontal tumours are transient, the result most probably of the increase of intracranial pressure, others more or less permanent and due to compression or destruction of the cerebral tissue.
These mental disturbances may appear early in the course of the disease; they often precede local symptoms and are occasionally the first evidence of any cerebral abnormality.
It is not possible to draw a clear-cut picture of these mental states, as the symptoms occur in numerous combinations, but an attempt to define certain groups of symptoms may be profitable.
The most common type is characterized by an apathy and indifference of the patient to his own state or to relationships that would normally interest him. He frequently lies in bed unoccupied and uninterested, with a dull immobile expression and little or no show of emotional spontaneity, though adequate affective reactions can be evoked. He presents all the evidences of mental retardation; the comprehension of questions and the answers to them are delayed, and even movements, whether spontaneous or to request, are slow and deliberate. There is little show of initiative and the attitude and bearing of the patient are consequently those of an abnormal passivity. Attention particularly suffers, though as a rule it can be held for a time if the patient can be forced to make an effort, but there is usuially a iyiarked tendency to tire in all mental operations. This group of symptoms often suggests neurasthenia, and if it precedes other manifestations the diagnosis may be difficult.
Memory may be equally affected, particularly for recent events, as though, owing to inattention, the patient is unable to fix and retain impressions. Occasionally amnesia is one of the most prominent symptoms. In a patient at present under my care. probably suffering with a left frontal tumour-though this diagnosis has not yet been verified-the first symptom was a complete blank for several hours. He was a fireman on a railway locomotive and his ordinary duty was to fire an engine from Severn Tunnel to Swindon, and there join another train for duty home.
Three months ago he carried through his outward tour in apparently normal health, but remembers no more of the day till he was interviewed at Gloucester in a train which he had joined at Swindon as an ordinary passenger. He has never been able to recall what happened in the intervening hours. His brother states that since then he has been strange in himself," frequently asks the same question four or five times in half an hour, everything seems to go in at one ear and out of the other," showed no interest in anything, is satisfied to sit in front of the fire all day, has become careless of his personal appearance, and, though formerly eventempered, has grown irritable and quarrelsome. This is an excellent description of the mental state often encountered in frontal tumours, but the sudden and complete -loss of memory which introduced his symptoms is exceptional. It suggests a postepileptic amnesia, and that this was its nature is made probable by the fact that since then he has been subject to attacks in which he first feels peculiar in the head, then becomes confused, is unable to speak properly and loses the power of movement in his right arm and leg. There is no history of such an attack preceding the amnesia, but it may have been so slight as to pass unobserved.
In the second type the chief symptom is depression associated with general mental enfeeblement, drowsiness and, sometimes, with per4iods of stupor. The patient is passive and immobile, and reacts in an unemotional, almost mechanical, manner to every stimulus. He is frequently incontinent and undisturbed by the wetting and soiling of his bed when his attention is drawn to it. There is often some confusion too, especially when fatigued and after sleep, and memory is defective and unreliable. The amnesia may, however, be more apparent than real and due to carelessness, inattention and lack of effort to recall.
The third type is generally regarded as more characteristic of frontal tumours, though its symptoms are not limited to neoplasms of this region of the brain and it is not so frequent, in my experience, as it is usually assumed to be. The patient is restless, exuberant in conversation and conduct, and euphoric, unconcerned with his state, grave though it may be, and forgetful of the violent headaches and distressing vomiting with which he has recently suffered and will suffer again. He is generally egoistic, irritable and childish in conduct and speech. A tendency to facetiousness, especially to punning and perhaps to practical joking, has been emphasized by the German term " Witzelsucht" and the French " jeux de mots." This gaiety often alternates with periods of depression. The state is, in fact, characterized by an irresponsible childishness and a lack of inhibition and reserve.
In other cases the clinical symptoms have a superficial resemblance to those of general paralysis, a fact to which attention has been repeatedly drawn by psychiatrists. The patient presents all the symptoms of general mental enfeeblement with failure of memory, lack of higher control leading occasionally to anti-social acts, and a tendency to extravagance in speech and conduct. Though the evidences of mental deterioration may be striking it is often due to confusion rather than dementia. When these mental changes are associated with tremulousness and poverty in expression, both frequent signs of frontal tumours, as well as with a dysarthria or a mild degree of aphasia and convulsive phenomena, the resemblance to general paralysis may be striking.
Some years ago I met, within a short time, a small group of such cases, and the history of one of these is worth recording. I was asked to see a middle-aged prosperous man of business against whom legal proceedings were threatened owing to a criminal assault on his nursery maid, which had been attempted in particularly silly circumstances. His history revealed that for some months he had been careless and forgetful in his business, wasteful and extravagant in expenditure of his money, and neglectful of his family, though his demonstrations of affection to them were at times exaggerated. He was perfectly satisfied with his condition though he had been subject to severe headaches; he gave no evidence of insight into his state, and was apparently unconcerned by the imminence of criminal proceedings. A few days later he became drowsy and apathetic, and finally almost stuporous before an operation was undertaken. This revealed a large gliomatous cyst in the left prefrontal region.
I am fully conscious that it is impossible to group the numerous symptoms of mental disorder found in association with tumours of the frontal lobes of the brain into any rigid types, but it has seemed to me easiest to present in these separate groups the symptoms that come to the notice of the neurologist. It is our common experience that mental abnormalities are particularly frequent in lesions of this part of the brain, and a more intensive and analytical study of them promises to throw more light on themode of action of the brain as " the organ of the mind."
Dr. F. L. Golla: We may divide the cases of cerebral tumour of the insane into two groups. Firstly, cerebral tumours occurring as a terminal condition in patients who had already manifested signs of insanity for such a period as to enable us to exclude the tumour having any causal nexus with the mental symptoms. With regard to these cases I will only observe that the tumour incidence is about 0'23%, that is, no higher than in the sane population. For various administrative reasons it is impossible to arrive at a precise figure, but the figure given agrees pretty well with the estimates of Knapp and Blackburn.
Next as to the incidence of cerebral tumours which, judging from the history, may reasonably appear to be connected with insanity. Here we are particularly fortunate in that at Claybury Mental Hospital for some fifteen years every case dying was investigated and the autopsy was personally conducted by the late Sir Frederick Mott or his assistant.
In the eleven years from 1900 onward, thirty-seven cases of cerebral tumour were autopsied, and insanity could be legitimately ascribed to the presence of the cerebral growth in twenty-two cases. I do not intend to comment here on the type of mental disturbance connected with these various growths, but to pass to another more recent series drawn from a totally different population.
The Maudsley Hospital has been open since 1922 for the reception of uncertified cases, and it is here that we should obtain a better sample of the distribution of mental symptoms in cerebral tumours inasmuch as only cases with mental symptoms are dealt with, and many of these cases would certainly never find their way to the ordinary mental hospital admitting only certified cases.
The number of cases that have been studied during the past eight years in the Central Pathological Laboratory, chiefly from material of the Maudsley Hospital but partly of affiliated mental hospitals, amounts to thirty-four. In all these cases the mental symptoms were directly referable to the cerebral tumour. One is at once impressed by the overwhelming number of temporal tumours. At first sight it might appear that this was due to the mental disturbance caused by aphasia, but though six of the temporal tumours were on the left side and all these cases showed an aphasic disturbance, even when these are subtracted we still have a predominance of right-sided temporal tumours. Now a word as to the symptomatology. In nearly every case this may be sumnmed up in three adjectives-" dull, confused, amnesic "-and in the case of the left temporals, also aphasic. Out of the four patients with parietal tumours three were noisy and maniacal. There were only two cases of hallucinations, one visual, occurring in a patient blind from a pituitary tumour, and one auditory, in a case of parietal tumour complicated by chronic alcoholism.
In two cases, one of a frontal and one of a parietal tumour, the facetious " witzelsiichtig" manner was noted, and in one case of frontal tumour there was a well-marked Korsakov syndrome. I do not know if this will commend itself to the clinical psychiatrist, but I have always considered that facetiousness is simply a conscious defensive reaction when the patient dimly realizes that he is suffering from an inability to understand and react normally.
I need hardly say that all these cases were observed by the specially skilled staff of clinicians at the Maudsley Hospital, and that one may therefore safely conclude that since no other special or systematized forms of mental disturbance are recorded, they were absent.
Combining the Claybury and Maudsley groups, we have a total of fifty-five cases of mental disturbance referable to cerebral tumours and the predominance of the temporal group is maintained. I will leave it to others to comment on this uneven distribution, merely remarking that the low number of subtentorial tumours makes increased intracranial pressure alone a difficult explanation of mental symptoms. We have heard and doubtless sball hear descriptions of cases of systematized disorders of conduct in certain defined lesions. I would only remark that similar systematized disorders of conduct arise sporadically in any generalized poisoning of the nervous system such as occurs in drug habitu6s and alcoholics. Given a general enfeeblement of the powers of cerebral coordination we may reasonably expect that the nature of the response of the enfeebled brain as a whole will be determined largely by the previous history and it is unnecessary to assume specific lesions of certain functional systems. Indeed when we consider the complexity of the nervous paths involved in any mode of abnormal conduct, such lesions are unthinkable and the evidence of the modern physiology of the cerebral cortex is in favour of an almost infinite lability of the nervous system by which the same final reaction may be reached in many different ways. Even when thought is impeded by the destruction of the sensorial mechanism involved in one habitual system of imagery-let us sav the auditory-it may yet be conducted, possibly less speedily and efficiently, by an alternative system, visual or kininsthetic. Even where, as in the case of the hippocampal gyrus, a lesion may produce a visual hallucination, it is only when the cerebrum is enfeebled as a whole that it will be accepted and disturb conduct.
Psychiatrists have always looked rather wistfully to the clinical study of cerebral tumours. They are influenced almost unconsciously by the hope which we all find it so difficult to eradicate, however much we may publicly deny it, that the inconceivable complexity of mental life may be resolved into a number of static mechanisms. Psychologists sin in this respect as much as clinicians; it is the static view, rather than the dynamic, that has led to the futile catalogues of instincts and sentiments and the wooden mechanisms of the psycho-analyst. The mind and its nervous substrata function as a whole, and psychiatry is little likely to derive much help from the study of isolated lesions.
Dr. Russell Brain: One of the greatest difficulties in the localization of intracranial tumours consists in separating the local symptoms of the growth itself from those secondary symptoms produced by increased intracranial pressure. For owing to the rigidity of the cranium, a tumour which causes a great increase in the intracranial pressure may lead to disturbance of function of remote parts of the brain. Thus mental abnormalities may play a prominent part in the clinical picture of a tumour of the cerebellum. It is with this aspect of our subject that I wish to deal.
I.-My first patient suffered from what must, I think, be the smallest tumour of the brain that ever proved fatal. A girl, aged 19, gave four years' history of headache, vomiting, vertigo, diplopia and progressive visual failure. Her intelligence was reduced, and she was very irritable. She had lately had occasional difficulty in finding the right word when shopping and had had attacks of stammering. The physical signs were those of internal hydrocephalus. Autopsy showed a polypoid glioma measuring ' cm. long and * cm. in diameter, growing downwards and backwards from the posterior commissure of the third ventricle and blocking the aqueduct of Sylvius.
II.-A man, aged 28, whom I saw with Mr. Hugh Cairns, proved to have an astrocytoma filling the greater part of the third ventricle and involving the right optic thalamus and midbrain. There was great dilatation of the lateral ventricles. There was great increase of intracranial pressure and he was completely blind when he came into hospital, with 5 to 6 D. of papillcedema in both eyes. Mental symptoms were very conspicuous. Nine months before admission he was noticed to be irritable and anxious, but no more serious mental changes appeared until his vision had almost gone, a month before we saw him. His condition then seems to have resembled Korsakov's psychosis. His memory was bad and he described an imaginary visit to hospital. About this time it was observed that he imitated movements, and echolalia and echopraxia and perseveration later became conspicuous symptoms. Apart from these there was no speech defect. In hospital he was completely disorientated and at times seemed to live in the past. He would think he was at school and that the ward-sister was the school-mistress. There was a history of visual hallucinations, and one occurred when air was being injected into the left lateral ventricle for ventriculography. He saw an old lady dressed in black sitting in a bath-chair about a yard away from him on the right. When someone in the operating theatre coughed he projected the cough on to the old lady.
III.-A very similar case was that of a man aged 52. with a glioma, destroying the left optic thalamus and involving the mid-brain. He, like the last patient, had considerable dilatation of the lateral ventricles. Besides focal, motor and sensory symptoms, he early became tired, languid and disinclined for work. When admitted to hospital he was completely disorientated in space and time and showed a tendency to perseveration. Hypersomnia was a very conspicuous symptom. He slept all day, and though at first he could be roused, somnolence passed quietly and imperceptibly into coma.
I now come to two cases, both of middle-aged patients, in whom mental symptoms constituted a prominent part of the clinical picture produced by cerebellar tumour, and raised considerable difficulties for localization.
One was in a married woman, aged 48. Eight months before admission to hospital she began to have headaches, followed a month later by attacks of giddiness, with a tendency to fall. A mental change became apparent two months after the onset of headache. Formerly neat, she became careless about her appearance, about changing into clean clothes and about washing herself. She was jumpy and irritable and wept without cause. Five months after the onset she became drowsy and confused. At times she was disorientated and talked nonsense. At other times she was lucid and said that she must be going out of her mind. Later visual hallucinations occurred of a most vivid description. She saw people-who were dead. She also had olfactory hallucinations and complained of smelling acetylene gas. At this stage she was incontinent of urine and fEeces. At times she exhibited perseveration and a difficulty in naming objects. She had considerable bilateral papillcedema, but cerebellar signs were inconspicuous. She proved to have a cystic glioma of the right cerebellar hemisphere with moderate dilatation of the ventricles.
The next and last case is of special interest on account of the improvement in the patient's mental state, occurring actually during the operation, which was carried out under local ancesthesia.
A man, aged 50, first complained of attacks of giddiness, associated with falling and vomiting. About the same time he began to have headaches. Four months after the onset his memory deteriorated and he became irritable and negativistic. At times he was confused and talked nonsense. On one occasion he had a visual hullucination and told his wife to " take that engine off the bed." He was admitted to hospital eight months after the onset of his illness. He was then disorientated, inattentive and apathetic. He was not in the least worried about his illness, or about being in hospital. At times he was definitely katatonic and exhibited waxy flexibility. He had severe papilledema, but again signs of cerebellar defect were inconspicuous. A ventriculogram pointed to a subtentorial lesion, and Mr. Cairns exposed an angioma of the vermis of the cerebellum. As soon as the dura was opened there was a dramatic change in the patient's mental state. For the first time e realized that he was in hospital, though he thought he was in a hospital at which he had previously been a patient. He joined in the conversation in the operating theatre, and asked what the result of the operation was and inquired whether he had cancer.
The following points seem to emerge from the cases we have considered:
(1) Profound mental disturbances, including visual and olfactory hallucinations and dysphasia, may be produced by tumours in the posterior fossa.
(2) These seem more liable to occur in the middle-aged and elderly than in children.
(3) Though vascular disturbal]ces, especially cedema, may play an important part, the last case, in which the relief of pressure had such a rapid result, suggests that tension of the brain tissue as such may be in part responsible.
(4) There is no mode of distinguishing the mental symptoms themselves, whether they are produced by the local pressure of the tumour, or by its more remote effects.
(5) An accurate history is of the greatest importance, and it will often be found that in cases of cerebellar tumour, giddiness, instability and a tendency to fall precede by a significant interval the onset of the mental disturbances.
(6) Greatly increased intracranial pressure indicated by severe papillmedema, which is rare with frontal lobe tumours, may suggest a subtentorial growth.
(7) Ventricular estimation and ventriculography may be of great assistance in doubtful cases.
Dr. J. Brander said he would speak of cases of brain tumour in which the mental symptoms had attained such severity as to lead to certification.
He recently went through the notes of cases seen during nineteen years, in which the presence of a cerebral tumour had been verified post mortem. Having ascertained that there were brain tumours, he investigated the clinical histories; he had seen all the patients before their death. A few general points emerged from that study.
In about 2,500 consecutive post-mortem examinations an intracranial tumour was found in less than 1%; this figure represented about i% of the total admissions.
This was fairly good evidence that cerebral tumour was not a common cause of at least the grosser forms of mental disorder. In the same period there were 16 brain tumours in women, 28 in men. In only 6 cases among the women, but in 24 among the men, was the tumour primary in the brain. Thus itwas clear that primary cerebral tumour as a cause of severe mental symptoms was more frequent amongst men than amongst women.
It was diffioult to say to what extent the gross mental symptoms were due to the tumour. The secondary tumours appeared to cause much less mental disturbance than did the primary ones. Secondary tumours in cases of long-standing psychoses appeared to cause no change in the character of the psychosis. No growth was suspected from the mental symptoms, and it was only when physical signs showed themselves that there arose any suspicion of the presence of a tumour.
The patients with cerebral tumours presented very much the same history in regard to heredity as did the general population of the hospital. The same proportion of cerebral tumours occurred amongst the nursing staff at the hospital as amongst the mental patients during the period under review. In only one member of the nursing staff was the tumour associated with pronounced mental disturbance and in that case the tumour was a parietal glioma. It could often be said that a tumour in the brain had done no more than make manifest a latent morbid tendency, releasing the mechanisms of a katatonia, etc., more or less irrespective of the site of the tumour.
A patient was admitted to hospital suffering from melancholia; one would have diagnosed her condition as manic-depressive insanity. She was recovering from her attack when pressure symptoms developed, cerebral vomiting, then apoplexy, and she died. There was a very extensive cystic tumour at the centre of the left frontal lobe.
One would be disposed to attribute the melancholic state and the hallucinations to the tumour; but bearing in mind that during the preceding twenty years she had been under certificate on four occasions on account of the same mental symptoms, he felt hesitation in saying that the tumour was the cause of the last attack. He wondered what would have been said if there had been no history of previous mental attacks.
Another patient was admitted with the typical Korsakov mentality. Her husband said she had " drunk anything in bouts," and from her statement it was evident that the bouts were daily. He (the speaker) was inclined to think this was an alcoholic Korsakov, but on that assumption he could not understand the progressive coma by,which life was terminated. It was found at the autopsy that a very large cystic malignant tumour of the pituitary had eroded the sella turcica, invading the pons and the floor of the third ventricle.
He believed that the tumour had precipitated the development of the Korsakov symptoms, not that it had caused the symptoms.
A case of a frontal tumour first attracted attention by fugue-like states. This was that of a man who " got up during the night and went to work imagining that it was morning." He had at the time no other symptoms.
A patient with multiple secondary deposits in the brain had fugue-like states, which could not be attributed to any particular site occupied by the tumours. Her husband's suspicions were first aroused when she was found "burning empty saucepans on the gas-stove under the impression that she was cooking a meal." There were no abnormal physical signs; in the intervals between these fugue-like states she was apparently normal. Not until physical signs showed themselves was there any suspicion of tumour.
Another patient had had, for five years, a characteristic paranoid state, with persecutory ideas,'chiefly directed against her husband, whom she had repeatedly threatened with a knife. During that period she suffered from headaches. She came to the hospital in a condition which would have been described as paranoid dementia except for the physical signs. At death a tumour was found below the island of Reil.
Those and similar cases, of which he had seen many, made him feel that the tumour merely determined the onset of what was a latent characteristic in the individual. There were certain features which made him suspect the presence of a tumour of the frontal region, but he would only smake a provisional diagnosis, in the knowledge that when tested by post-mortem room findings he was apt to be wrong. It was questionable whether, in the present state of knowledge, it was possible to give a definite diagnosis based upon mental symptoms.
There were five naevoid tumours found in the cases he had investigated, all of them in epileptics, and no similar tumours were found in non-epileptics. What surprised him was that each one of those patients had the behaviour typical of epileptics, which would certainly have led him to suspect that the case was one of iodopathic epilepsy. That temperament occurred irrespective of the site of the angioma. There were, in the different cases, Jacksonian attacks, sensory phenomena, and motor phenomena which had a localizing value, but the mental symptoms, apart from their epileptic tone, afforded no information as to the site of the tumour. Some of these patients were hallucinated, some had systematized and persecutory ideas, some had fugues, indeed, every variety of mental disturbance was found.
He would like to be able to give some indication that mental symptoms could help to localize the site of a tumour. In the case of frontal tumours the emotional states might be indistinguishable from those of tumours of the thalamic region, or a tumour of the mid-brain. One mid-brain tumour gave symptoms which would have pointed to the occipital lobe-and so on. The whole matter was very indefinite, but there were many points which called for investigation. With regard to what had been said about intracranial pressure, he suggested that an attempt should be made to discriminate between cases in which, owing to obstruction of the aqueduct or for other reasons, there was retention of fluid within the ventricles, and those in which, owing to tumours of the foramen magnum or brain-stem, there occurred an increase in the intracranial pressure, pressure around the brain being equal to that within the ventricles. He felt that there was a little difference between those two tvpes.
Dr. N. G. Harris said he had been interested to hear that the majority of cerebral tumours occurred in men. Since June 1, 1923, he had conducted 365 post-mortem examinations on cases of different types of mental disorder, and he had found only five cerebral tumours, four in women, only one in a man.
The man was an epileptic high-grade imbecile, and was in the hospital for many years; he showed no sign of cerebral tumour. At the autopsy a small glioma was found on the median surface of the left precentral gyrus. He died in status epilepticus. He bad enjoyed many periods of freedom from fits, and one could not attribute the symptoms, except the final status, to the cerebral tumour.
He (Dr. Harris) had looked up the notes made on four other cases which had been in hospital for a long time, and only towards the end had there heen signs of intracranial trouble, dullness, depression and apathy. He could not find records of any mental symptoms suggesting a particular syndrome.
Dr. Edward Mapother said that at Long Grove and other Mental Hospitals he had noted the rarity of cerebral tumours among the patients. In -those which he had seen, the tumours had obviously nothing to do with the mental state. In one mental observation ward with 700 cases a year he saw four cerebral tumour cases; the fact that this was beyond the usual proportion was probably only a coincidence. He had been at the Maudsley Hospital since it was opened, and he had seen most of the cases which Dr. Golla had mentioned and also a few which Dr. Golla had not taken into account, because he had been speaking of the cases which had come to the laboratory. A certain number of patients had died at King's College Hospital after operation and so had not come within Dr. Golla's notice. If those were taken into account, perhaps the number of cases showing aphasia would rise a little, giving a higher proportion, as aphasia was a localizing sign seen in a good many cases of cerebral tumour which came because of mental symptoms. The majority came to the Maudsley Hospital mainly on account of their mental state and just because they did not present any physical signs. If they showed the latter, they would be taken to neurological hospitals, or to the appropriate department of general hospitals. It was notable that a considerable proportion of those who had died at the Maudsley Hospital, though suspected of having cerebral tumour and though examined by an expert ophthalmologist, had not shown papilloedema until shortly before their dea.th. The speaker thought that thlese facts-the lateness of papillcedema and the absence of localizing indications-were the reasons why the cerebral tumour cases which came under notice on account of mental symptoms seemed uniformly unfavourable, because there was nothing from which one could diagnose.
About the value of any mental syndrome as a guide to localization, he was sceptical; mental symptoms were independent of that, and seemed to be due to a general condition which was common to tumours everywhere: he did not know whether it was increased tension in the brain. There was at his institution recently a case of frontal tumour which presented typical "Witzelsucht." That case might have been thought to support the traditional view, but it was notable that the history, given by somebody who did not know the reason of enquiry, was that this man had been, during all his life, of a jocose type, and it seemed likely that this exemplified what had been referred, viz., accentuation of the normal temperament.
A striking feature, referred to by Dr. Brander, was the extreme chronicity of some of these cases. He, the speaker, had seen one case of cerebral tumour in which the patient for five years had behaved like one having general paralysis of the insane. In two or three foolish business ventures, he had thrown away all the money which he had previously made. Throughout this time he had headache and other physical symptoms, and these had shown a sudden flare-up shortly before his death. Dr. C. P. Symonds said that Dr. Brain's cases illustrated the extent to which mental symptoms which might be called false localizing signs could occur as the result of increased intracranial pressure. This fact was of importance as tending to discount the value of mental symptoms in any case in which the signs and symptoms of increased intracranial pressure had lasted for any length of time. It was, therefore, to the cases in which mental symptoms had preceded those of increased intracranial pressure, preferably for some months, that one might look for possible material on which to generalize as to the regions in which cerebral tumours might produce mental symptoms.
He had been impressed by Dr. Golla's figures as to the predominance of right temporal lobe tumours causing mental symptoms. His (the speaker's) own limited experience had led him to believe that it was the tumour growing in a relatively " silent" area of the brain-either the pre-frontal lobe, the right temporal lobe, or the corpus callosum-which was likely, in its early stages, to produce mental symptoms without those of increased intracranial pressure, and that such symptoms depended rather on the amount of white matter destroyed than upon its precise localization. In the case of left-sided temporal lobe tumour, or tumour of the corpus callosum, there were additional symptoms, as aphasia and apraxia, to guide one to a localization.
Therefore, regarding the differential diagnosis of these cases, it seemed to him that it was when one met with a person having what was clearly a mental disorder of the organic reaction type, without symptoms of increased intracranial pressuce, without evidence of cerebral syphilis, and at an age when cerebral arterio-sclerosis was not to be expected, that one was able, by a process of exclusion, to suspect the presence of a tumour in one or other frontal lobe, or in the right temporal lobe.
Dr. C. Worster-Drought said that one conclusion from this discussion was that cerebral tumour per se was rarely a cause of mental disorder of sufficient intensity as to justify the term " insanity." He, personally, doubted if in many such cases the tumour itself was directly responsible for the mental disorder. One might see the same type of tumour in approximately the same situation in two different individuals; one of these would show mental changes and the other would not.
Much depended upon what was known as the "psychological make-up " of the patient-in other words, the biology of his nervous system. In the same way, a head injury would be followed by epilepsy in one person and not in another, although the trauma in both instances was precisely similar.
Another impression which he had gained from cases he had seen at Bethlem Royal Hospital and elsewhere, in which there was mental disorder associated with cerebral tumour, was that a lesion of the left frontal lobe was more liable to give rise to disorder of conduct and even dementia than a lesion of the right frontal lobe, the latter being more likely to be associated with amnesia and confusion. With tumours in relation to the brain-stem, the tendency was to show euphoria and emotional disturbances.
Dr. I. Frost said he feared what he was about to say would hardly be considered germane to the discussion, but he had been interested in the remarks of Dr. Brander as to the frequent diagnosis of epilepsy in the neevoid type of tumour. He had recently been making daily estimations of ithe haemoglobin content in the blood in cases of idiopathic epilepsy, and he had derived some evidence that there were daily MAY-JOINT Dis. No. 4. 2 * fluctuations in this, of a considerable order, such as could not be explained on the hypothesis of a daily variation in an hemolytic type of anaemia. He was looking for some reservoir into which the corpuscles could disappear. One knew from the physiologists that the spleen might act as such a reservoir, but he, the speaker, had no evidence that in cases of epilepsy this was so.
Dr. S. A. Kinnier Wilson (Chairman), said every neurologist with experience must now agree that the localizing value of mental symptoms in cases of cerebral tumour was practically nil. All observers began by hoping that they would be able to find a syndrome on the psychological side corresponding to the obvious syndrome on the neurological side, generalized but valuable, such as headache, giddiness, vomiting and papillcedema, but no one had put forward a psychopathological schema of equal value for diagnosis of cerebral tumour from that standpoint, and no one in this discussion had said anything which pointed in that direction. The neurologist and the psychiatrist used the word " mental " in different senses. It must have been obvious to some in this discussion that the psychiatrist was speaking chiefly of systematized psychoses, whereas the neurologist often, and quite properly, looked to minor mental disturbances and hoped to make something out of them in the matter of diagnosis. With regard to " Witzelsucht," he, the speaker used to think this was characteristic of frontal lobe tumours, because the first cases he saw of it were frontal lobe cases, but that idea had been disproved long since. The localizing value of the symptom was negligible.
He looked upon the likelihood of mental symptoms occurring as dependent upon the relationship of the tumours to the two chief associational systems of the cerebrum. Was the tumour in question related to the corpus callosum, or to the inferior longitudinal fasciculus ?
The fibres in the corpus callosum came from the whole of both hemispheres, and were collected there. From anteriorly or posteriorly in the corpus callosum there were more likely to be produced symptoms of a psychological order than if the tumour were elsewhere in the brain. The inferior longitudinal fasciculus was the second largest associational system in the brain (temporal to occipital cortex) and temporal tumours were particularly apt to be associated with psychological symptoms.
His experience corresponded with that of Dr. Golla, that tumours of the right temporal lobe were most difficult to diagnose.
Very few frontal tumour cases ended in mental hospitals, usually because the tumours were not large enough to cause symptoms requiring such care. The reason why cases of disseminated sclerosis rarely became " mental" was that there was relatively little cortical involvement; it was chiefly peri-ventricular disease. Jt seemed to him that tumours in the vicinity of the ventricular system caused symptoms which, from the mental point of view, -were of an emotional character, and tumours which were related to the cortical associational systems proper caused symptoms of an intellectual character, especially if there was involvement of both.
That was as far as he felt he could go in regard to the localization of cerebral tumours from the mental standpoint.
